












































1999年12月 に 米 国Institute of Medicine of the National 
Academy of Sciences における医療の質に関する委員会で
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Considering Patient Safety by Human Factors
Yoko TSUKAMOTO
Abstract
Improving patient safety requires knowledge and skills in a range of disciplines, in particular, health 
sciences and human factors/system engineering (HFE). HFE is informed by knowledge of human 
characteristics. It complements existing patient safety efforts by specifically taking into consideration 
that, as humans, frontline staff will inevitably make mistakes. Therefore, the systems with which they 
interact should be designed for the anticipation and mitigation of human errors.
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